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Phone: B64-2405-5554 Fax: 864-246-5569

Date Name Nickname if used
Firs, Middle, Last Mames

Mailing Address City _State  Zip-code

Inclode street type: such as 51, Ave., eic,
Physical Address (If diffcrent from above) City State Zipcode
E-mail address/Pager Phone#( ) = CellPhene( )
Fax({ ) D.OB. Sex SS+#:
Marital Status Children's names and ages
Name of nearest relative (not your spouse) Phorie
If Student: Status: Fult time  Part time  School _
Employer Status: O0Full time CTPart time ORetired ONot employed
Work Maihng Address City State  Zip Code
Work Phone (__) Extension _ Work Website \ L
How did you hegr about us? __ Yellow Pages  Talking Phone Book __ Pickens Sentinel  Easley
Progress _ Coupon __ Read Sign __ Other Referral __
Medical Insurance L Insurance Phone #(__ ) .
Policy ID # Group # Primary insured (If different than patient)
Primary Insured D.O.A. - Primary Insured’s Mailing Address (1f different than
patient} City State Zip Code .
Primary Insured's Employet ‘Mailing Address)
City Sate Zip Code

[

Is your visit due to an accident? (Auto or work) OINo DOYes (If yes, please see reccptionist for an
injury report.)

Since your symptoms began, kave you noticed a change in :
O Bowel Function BBladder Function OINo change

Is there pain when you cough or sneeze? [f yes, Where:

Do you have headaches? Y N Ifyes, describe:




First Complaine:
» Date when symptom first appeared
*  Did it begin Gradually Suddenly Progressively over time
*  What makes the symptoms increase?
What relieves the symptoms?

=

* Type of Pain Sharp Dl Ache Bum Throb
*  Does the Pain Radiate into your A Leg __ Dwes not radiate
* Do vou experience Numbness or Tingling? Yes No
* How often do you cxperience these symptoms?
100% 75% _ S0% 24% 10%
+ PAIN INTENSITY: Please put line on the scale descnibing the intensity of your pain.
No Pain = = e Unbearable Pain
Other Complaint:
* Date when symptom first appeared : )
»  Did it begin Gradually Suddenly Progressively over time
*  What makes the symptoms increase?
*  What relieves the symptoms? _ .
* Type of Pain Sharp Dul _ Ache  Bum Throb
* Does the Pain Radiate into your Arm Leg roes not radiale
* Do you experience Numbness or Tingling? Yes . No
* How cften do you expenence these symptoms?
100% % 0% 24% 10%
+ PAIN INTENSITY: Please put line on the scale describing the intensity of your pain,
No Pain . Unbearable Pain
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Please list all previous treatments for this condition:

Name of Treating Physician Dates of Treatment
Type of Treatment or drugs prescribed

b1
'

Name of Treating Physician . Dates of Treatment
Tvpe of Treatment or drugs prescribed

- F—

Have you been treated by a physician for any health condition in the last year? O¥es [INo

Describe condition Date of last physical exam
Please list all past surgeries:

Type When Dactor

Type When Doctor

Type When Doctor

Type When Doctor i
















